introduction Society is currently able to tackle social insecurity in many areas of everyday life, whose consequences gives rise to various social risks inherent in conjunction with an adverse social/life situation [1] . In this context, an equally large number of people have no opportunity for adequate housing or have been prevented from receiving access to such housing [2] . As a result, they are forced to use various forms of non-compliant or insecure housing. In extreme cases this leads to living on the street, as they have been unable either to overcome their plight or to cope with it.
Housing loss and the homelessness resulting from this has become extreme [3] .
There is a correlation between homelessness as an extreme expression of social exclusion and lack of access to basic human rights [4] . In light of these circumstances, it can be stated that, on a daily basis, homeless people experience exclusion and infringement by society of their basic human rights [5] .
Although homelessness is connected primarily with housing loss, it is important to think about the deeper definition of the term home. Home has a deeper context, providing a space not only to live in, but also a place that guarantees feelings of safety, security and expressions of identity or the development of social interactions with family, friends and acquaintances, thus contributing to an individual's emotional well-being [6] . Housing loss is often accompanied by a lack of social support, substance abuse, an inappropriate and dysfunctional family environment or experience with selected types of institutional care [7] . Homelessness is also usually accompanied by the widespread incidence of physical and mental health complications [8] [9] [10] . Here, health can be defined as one of the most important values in human life, from which all other aspects derive [11] .
The trigger mechanism of homelessness can thus shape the consequences of psychiatric disorders and diseases in conjunction with the presence of socioeconomic problems. For these reasons specific to homeless people, they lack social support and have no safe haven, namely a home, and this is an indisputable factor affecting their mental health [12] .
It is important to pay attention to a number of studies documenting significant cases of psychiatric disorders and mental illness among the homeless, touching upon depression and anxiety, suicide attempts and emotional problems [13] . However, a very substantial percentage of the homeless with mental illnesses are also dependent on alcohol or drugs [14] . A mental illness primarily affects their thinking as well as their moods and emotions, and also significantly affects their ability to establish and maintain relationships [15] .
It is extremely difficult to tackle mental illnesses when homeless people have both no opportunity to receive adequate treatment and no space to recover. Homelessness is accompanied by minimal contact with a physician or missing medical files [16] . Two of the reasons many homeless people do not seek medical and specialized assistance can be the fear of getting help or bad experiences from having been rejected by so many doctors. Living rough on the street or in an open area leads to constant stress and danger, with the combination of homelessness and other psychiatric disorders only worsening overall health. Homeless people suffering from psychiatric disorders who are not getting treatment have only a minimal chance to break out of the street environment. In turn, the interconnection between these factors creates a space for other sociopathological phenomena (like prostitution and crime) to appear and expand [17] .
Homeless Link, a charity dedicated to providing physical examinations to the homeless, has presented the results of its research involving 2590 homeless people in 19 counties in England. It shows a high percentage of health problems among the target group of its social work, where 73% of people responding to the survey admitted physical health problems, and 80% were suffering from some form of mental illness or disorder. In terms of substance abuse, 39% of respondents said that they were abusing drugs other than alcohol (or were recovering from drug addiction), while only 27% of them were using alcohol or recovering from alcohol dependence [18] .
It can be further stated that substance abuse may be both a cause and the result of homelessness [19] . The National Coalition for the Homeless estimates that approximately 38% of homeless people suffer from alcohol dependence and 26% of homeless people are drug addicts. While older homeless people tend to be alcohol dependent, substance abuse is more prevalent among the younger people [15] .
In this context, homeless young people can be characterized as those between 12 and 24 years of age with no possibility of finding stable housing and who are identified with the street culture value model. Alcohol and/ or drug abuse is an indispensable part of the lifestyle for many young homeless people to mitigate everyday worries and stress, while also replacing other physiological needs (such as the need for sleep and food). Although drug use can be seen as an attempt to escape from reality, drugs ultimately only contribute to a worsening of existing problems [20] . In their selected research, the authors identified marijuana to be the dominant drug of choice among the young homeless, followed by opiates [21] .
Research in the United Kingdom has also shown people in homeless shelters to be eight times more often affected by psychiatric disorders, and those sleeping on the street eleven times more often affected than the resident population. In contrast, research findings in Prague (examining the presence of mental illness and behavioral disorders among homeless people seeing general practitioners between January 1, 2005 and May 31, 2006) showed addiction to be the most significant issue among them (23%), followed by depression (19%), sleep disorders (17%), stress responses and adjustment disorders (16%), schizophrenia (8%), personality disorders (4%), anxiety disorders (2%) and other unspecified diseases and disorders (11%) [12] .
A significant problem in addressing health problems is the reluctance of physicians to care for and treat the homeless. Another questionnaire survey conducted in Prague (between August and December 2005) concentrated on the homeless in low-threshold social services facilities. 900 men and women participated in the research, which produced the following findings concerning mental health: • 57% of the men (420) and 45% of the women (72) responded that they were not suffering from any anxiety or depression. • 37% of the men (275) and 49% of the women (77) responded that they suffered from a moderate level of anxiety or depression. • 6% of the men (41) and 6% of the women (10) responded that they suffered from an extreme level of anxiety or depression. • 12% of the men answered that they drank daily, while 20% were abstinent. • 4% of the women answered that they drank daily, while 50% were abstinent. However, these figures should not be considered a relevant factor, due to the fear of no longer being provided social services in charitable facilities because of repeated consumption of alcohol. • Nearly 20% of men and women said that they were abusing addictive substances other than alcohol and tobacco (predominately marijuana, followed by stimulants and opiates). The use of volatile substances such as toluene, considered low-cost and a drug for the poor, was likewise confirmed among a small number of people [22] .
Materials and methods
This study focuses on mental illnesses as a factor in the development and persistence of homelessness in today's society. The study aims to identify the presence and the different types of psychiatric disorders among the homeless, while seeking a correlation between homelessness and mental illnesses. The research section presents the results from a survey conducted at a lowthreshold day center in Trenčín, where we were working with a target group of homeless people. In this context, we decided to analyze the scope and presence of mental health disorders through qualitative research from semistructured interviews of twelve selected participants of different ages (19-55 years) comprising eight men and four women, while simultaneously using low-threshold social services available in the observation period from January 1 to October 1, 2017. The participants were selected to form a group comprising people who had expressed interest in long-term contact and cooperation. However, it not only included people who had been homeless for protracted periods, but also those who had managed to become independent and get themselves housing, but were still either using low-threshold center services regularly after work or returning in their leisure time. The survey respondents were composed of six participants benefiting from shelter-related social services and four participants who had managed to acquire their own housing. The remaining two participants were still living on the street. The average age of the selected participants was approximately 37 years. The assessment concentrated on establishing five subcategories, in which we examined the length of time they had been homeless, the presence and type of mental illness, the current state of treatment and interest among them in addressing their psychological problems, as well as how they related to their social environment.
Results
When examining how long the participants had been homeless, the responses ranged from shorter to longer periods of time, although all answers primarily approached long-term homelessness. Participant 1 mentioned losing his home more than a year ago: "... immediately after I left my foster family." Participants 2 and 10 (both men) considered themselves to have been homeless on repeated occasions, with Participant 2 responding by saying: "I have been on the street for thirteen months, but it wasn't the first time I had gotten myself there." Participant 10 claimed that he was spending his second month on the street and had been homeless once before. Participant 3 was not able to state the amount of time he had been living on the street: "I cannot fairly say how long I have been homeless." Participants 4 and 7 (both women) told us that they had never had their own housing. Participant 4 told us that she had not had her own home since her husband died 17 years ago, and Participant 7 since she divorced her husband ten years ago. The longer time frame is also indicative of the following participants. Participant 5 mentioned having been on the street for two years before he came to a shelter, remarking: "... it took three months there before I was living on my own. Signs of severe opiate addiction were evident in Participant 2 who claimed to have been once addicted to heroin: "... but now I've switched to legal Suboxon." Participant 8 commented about having been treated for alcohol dependence when he was younger. Participant 5 did not wish to specify her psychological problems, saying that she appreciated the approach her mother (a pharmacist) had taken and was starting to tackle these issues under her scrutiny. On the other hand, Participant 6 openly confessed his psychological problems, stating he had schizophrenia. 
. I don't know how to solve all the problems I have."
The next question we were interested in asking was how the participants approached the treatment of their mental illnesses. In relation to the previous findings, only Participants 4 and 11 needed no medical attention. Participant 5 was the only respondent to confirm regular contact with a physician, saying she was seeing a doctor regularly. Participant 6 mentioned about going to a doctor every month for injections and regularly being prescribed medicines by her. Participant 12 described his own experiences: "It's tough to take care of your health unless you have a home... it's been a long time since I was ever treated for anything and I know I'm gambling with my life, but it's impossible otherwise." He has since managed to get social housing and is seeing a doctor regularly. In several cases, however, participants talked about refusing to seek medical assistance and then of either having abruptly ended treatment themselves or the physicians treating them ended it. Participant 1 did not trust his physician, justifying his suspicions by saying: "My doctor does not understand me, shows no interest in helping me...and I need to talk to someone and he's just not concerned... so I left him." Participant 3 found himself in a similar situation, stating: "I had an argument with my doctor and refused to take my words back... and so no one knows anything and no one knows what I need to live." Participant 2's physician ended his treatment after she discovered him using heroin while he was being treated: "That was why she threw me out of her office... now I have to deal with how to get my benefits." Participant 7 reflected on her own adverse mental state while she was hospitalized, but she subsequently refused the therapy they offered, claiming: "I left there at my own request... I simply won't go there." Neither Participant 9 ("When I feel it's about me, I'll get the drugs anyhow.") nor Participant 10 ("There's so much the doctors should be doing with me... somehow I'm getting by.") are seeing a physician regularly. Participant 8 is aware that, even though he was previously treated for alcohol dependence, he has no feelings about it at present, stating: "I have no need to be healed, I know I have to be careful."
Following up on their treatment status, we were also interested in whether the participants were still concerned about addressing the psychological problems of whose presence they were aware. Participant 3 unequivocally rejected any further therapy: "I'm not getting any more treatment, I don't need to be ordered around." Participant 2 expressed his own lack of interest in abstaining from addictive substances, justifying it by saying: "I don't want to give up drugs." Absolute resignation also accompanied Participant 1's comment: "I feel alone, abandoned... why I have such a life... it doesn't matter to me even if I die." Participant 9 expressed no concern about his health or the need to pull himself together: "It's all the same to me; my life's been stolen." Participant 7 was tackling her psychological problems with other addictive substances, commenting that alcohol and drugs calm her down. Participant 10 saw drugs as the answer to her fatigue and mental exhaustion. Participant 5 presented an interesting view, stressing the importance of social support: "My mother helped me very much; without her I wouldn't have begun to look at my problems." Given his health, Participant 6 considered the therapy model to be reasonable, although he mentioned that the drugs made him feel strange: "I'm always sleeping, never want to eat anything... nothing else interests me." Participant 12 saw her health improve when she was given access to housing: "I feel better when I'm under supervision and with the drugs, too."
The final issue we discussed was the relationship between the participants and their social environment. In the vast majority of cases, either indifference to the social environment or a negative attitude was encountered. Participant 1 mentioned about how the social environment turned him into someone else, "I don't know if I could ever have a normal life again, there's nowhere I could go". Participant 2 remarked: "The whole world is corrupt, I'm against this society and I don't acknowledge it." A negative attitude toward the social environment was also expressed by Participant 3, who claimed: "Everyone believes homeless people to be antisocial, and they don't want anything to do with them... but they'd be singing a different tune if they ever tried living on the street." This view was also affirmed by Participant 12, saying, "it's a pity, but there's evil and envy everywhere and the homeless have it especially tough". Participant 8 also expressed a negative attitude toward the social environment, claiming: "Everybody's always criticizing me for being homeless; I'd rather go somewhere far away because everyone here's against me." Participants 6 and 7 had no interest in changing how they interacted with the social environment. Participant 6 remarked: "I'm not interested in anybody, except my aunt, and when my mother calls or comes to see me." Participant 7 said: "I just want to be with my friends whom I need to live, and I don't want anyone else, no one else interests me." Negative thinking could also be observed in Participant 9: "I hate people; people are the cause of all the evil in the world." Meanwhile, Participant 10 asked what he had to look forward to in life. "Everybody leave me alone! I go to work and get nothing from it; practically everything has been taken away from me by the authorities... I'm tired of this life, of everything." On the other hand, Participant 4 had a different opinion: "Whoever behaves decently I can also behave decently to." This was a view shared by Participant 5: "I've met people who can be very evil and would even hurt those not guilty of anything. Therefore, I try to be good to everyone and get along with everybody. It's not the fault of everyone on the street that they got there." Participant 11 did not blame the social environment for having become homeless, commenting: "I did not see myself homeless; it was simply a crisis situation... and anybody can find themselves in such a situation, so let's not condemn anyone."
Discussion
A direct in-field qualitative survey was conducted at a lowthreshold day center, where we worked with a target group of homeless people. The common feature in the survey was that the social services of a low-threshold day center were being used. In terms of how long the participants in the survey had been homeless, several different intervals were found, ranging from short-term (several months) to a continuing long-term period, up to lifelong homelessness (for 17 to 10 years). However, we mainly encountered longterm homelessness. Given that not all the participants disclosed how persistently they had been homeless, the average duration of homelessness was determined to be approximately 48 months (four years). Statements made in semi-structured interviews by the selected participants suggest psychological disorders that influence their mental health and well-being to a significant degree. It can be said that depression, anxiety, schizophrenia, suicidal tendencies and various kinds of dependencies were encountered. In most cases, we were able to see a single or multiple, interconnected psychiatric disorder.
Significant differences existed among the participants in terms of how these psychological disorders were being treated. Less than half of the surveyed respondents were in treatment (including those participants with no psychological problems evident) and were in regular contact with their physicians. However, in a great majority of cases the treatment offered to them had been interrupted (or rejected) by the participants, who felt misunderstood and were usually already relying on themselves. Several participants expressed a fear of doctors, not wanting to renounce existing dependencies on the addictive substances that had formed an important part of their lives (as a strategy for surviving on the street). Despite statements from some of the participants about inappropriate access to psychiatrists, such a point of view cannot be taken objectively because, from the perspective of the physicians, only one had discontinued treatment for someone who, even after substitute treatment for heroin dependence, was identified as having other addictive drugs present in contravention of the prescribed treatment.
In relation to any interest in overcoming their mental illnesses, the participants were aware of their psychological difficulties and the risks thereof (together with their consequences). In this context, the participants in treatment appreciated the significance of medical assistance. But on the other hand, there were many cases of refusal to have their problems solved professionally and of the application of an alternative solution comprising the consumption of various addictive substances, although it would only continuously worsen their mental state. It is important to note that such indifference and apathy can also be encountered among the participants toward both their own lives and any future prospects. The stance taken toward the social environment was accompanied by either a particularly negative attitude or indifference. What is most significant from the perspective of the homeless themselves appears to be concepts of injustice and poor governance in society, which thinks little about the needs of ordinary people. These concepts were likewise accompanied by an awareness of the presence of serious societal problems, including negative perceptions of homelessness by the majority society, whereas distorted view of the issue is common. The overwhelming majority of opinions show pessimism as a consequence of failure to overcome their own problems, while the continuance of their various mental illnesses creates a significant barrier limiting the social integration of these people (who live on the street or exclusively use social services in a shelter).
The research results indicate treatment of mental illnesses to be more effective (including providing more incentive to live) in those people who have their own housing (by virtue of a home with all the attributes related thereto). Under these circumstances, it is possible to agree with theoretical concepts describing both the inability to ensure permanent housing and untreated mental illnesses as expressions of an overall deterioration of health. In addition, there were also visible signs in the persons concerned of indifference and no motivation to live. Specific forms of behavior they expressed against their social environment included aggression and brushes with the law. There are other determinants derived from housing that affect the lives of people and how they behave towardstheir social environment. In the case of the homeless, we can talk about a deep form of social exclusion among the individuals surveyed, such as that indicated by Fitzpatrick et al. [23] , appealing to the interconnection between multiple dimensions of social exclusion and multiple social exclusion.
conclusion
Homelessness is a complex problem whose origin, course and duration is caused by several factors, not excepting health. Psychiatric disorders play an important role in this connection because many homeless people are suffering from one or more mental illnesses and possibly substance abuse. In this context, psychiatric disorders may be the primary factor behind homelessness, although they may also be secondary to homelessness. Thus, the absence of permanent housing is, to a significant degree, a sign of the inability to adequately tackle psychological problems, which also limits the person's options to overcoming homelessness, together with possible reintegration into society.
